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CONGRESS TO
REQUIRE ALCOHOL
TESTING
The Omnibus Transportation
Employee Testing Act of 1991,
more commonly known as the
"Danforth-Hollings Bill," will
require the DOT, and its aviation,
motor carrier, railroad and mass
transportation administrations to
add random testing for alcohol to
the current drug-testing regulations. Such testing must begin
within the year after the date of
bill passage - 28 October 1991.
The form such testing will take
has yet to be determined, although
the various agencies involved are
hard at work trying to determine
how to comply with the new law.
The law is in part a response to an
incident in which three Northwest
Airlines pilots flew a scheduled
flight after a night of drinking.
Significant amounts of alcohol
were still present in blood samples
taken after the flight which itself
was otherwise conducted without
incident.
There are three basic systems
presently available which might be
used for alcohol testing. They
require blood, breath, or saliva as
the tested material.
Conl'd. on page 8

CAMA ANNOUNCES
ANNUAL BIRD
AEROMEDICAL
AWARD
CAMA has announced the
establishment of an annual Bird
Aeromedical Award to be given at
the Scientific symposium each
year.
The Bird Aeromedical
Award is sponsored by Forrest and
Dominique Bird, M.D. of Bird
Space Technology in Sanddpoint,
Idaho. The award recognizes an
outstanding feat in airmanship or a
noteworthy humanitarian deed
related to aviation.
CAMA member Dr. R. L.
"Ben" Bendixen presented the first
annual Bird Award to Captain Al
Haynes, pilot of the United Airlines Flight 232, which crashed at
the Sioux Gateway Airport at
Sioux City, Iowa in July, 1989.
Dr. Bendixen was the first physician to arrive at the crash scene.
Please forward letters nominating candidates for the 1992 Bird
Aeromedical Award to Jim Harris,
CAMA Executive Vice-President,
at the CAMA Headquarters address listed in the BULLETIN
masthead on page 2. Nominations
and supporting material must be
received by 07/15/92. *

CAMA TO MEET IN
OTTAWA, CANADA
Make plans now to attend the
annual CAMA meeting, September
16-20, 1992, at the Radisson Hotel
in Ottawa, Canada. Schedule your
arrival in time to make the first
CAMA meeting at 8:30 AM on
09/16/92.
Stay until the last
moment of the last meeting at 12
noon on 09/20/92. CAMA has a
lot to offer!
After hours, join other CAMA
meeting participants for sightseeing in beautiful Ottawa. Just
across the Ottawa River, enjoy the
charm of Hull, Quebec with its
unique French culture.
Ottawa's outstanding tourist
attractions include a world-class
aeronautical collection at the Aviation Museum, the National Arts
Center, and seven other national
museums. History lovers can visit
the center of Canadian government
on Parliament Hill and the Peace
Tower with its carillon of 53 bells.
Ottawa also features world-class
cuisine and great shopping in
modern Rideau Center and the
100-year-old farmer's market.
For more information, please
contact Jim Harris at the address
listed on the BULLETIN masthead on page 2. ^
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THE MISPLACED EMPHASIS ON DRUGS
Our federal government is embarked
on a huge and expensive program to
discourage the use of illicit drugs. It
includes the random testing of selected
transportation employees, although, in
the airline industry at least, the number
of drug positives is a small fraction of
one percent. The overall cost for each
positive finding is well into five figures - a cost which is ultimately borne by
passengers. (The government announced
Editor Dr. Bob Wick, Jr.
that its own cost per positive test was in
excess of $70,000 for each positive finding.) In addition, a large
governmental anti-drug infrastructure has developed at the expense of all
taxpayers.
To put the drug program in perspective, there are about 7,000 illicit
heroin and cocaine-related death a year in the U.S.A. Yet, there are
100,000 alcohol related deaths and more than half a million alcoholrelated injuries recorded annually. Tobacco is an even worse offender.
There are some 434,000 deaths related to tobacco use each year. The
total cost of the nation for alcohol and tobacco problems is estimated at
$138 billion annually. Our government intends to spend $11 billion in
1992 on the fight against illicit drugs, but only $20 million to discourage
people from smoking.
CAMA does not condone the use of illicit drugs nor suggest legalizing
them. (Fortunately, there has only been one fatal commercial accident
among all those recorded in which the illicit use of drugs was possibly
a factor. That accident involved a commuter aircraft.) On the other
hand, illicit drug use is a very small medical problem compared to the
legal toxins — alcohol and tobacco. Indeed, our government even
subsidizes tobacco growing — clearly schizophrenic behavior, more
commonly known as "politics." Moreover, marijuana is the primary
gateway drug preceding most other illicit drug use. Few individuals
begin marijuana use unless they are already smoking cigarettes.
It is time to put things in proper order and marshall our efforts where
the large problems lie — with alcohol and tobacco ~ rather than with the
relative drop-in-the-bucket problem of illicit drug use. •>

CAMA MEMBERSHIP DIRECTORY UNDERWAY
Plans are underway to produce a CAMA Membership Directory.
Don't be left out! Return the form enclosed with your CAMA dues statement to CAMA Headquarters at the address listed in the masthead on this
page, •>
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THE PRESIDENT'S MESSAGE
The Year 1992 is big for CAMA and promises to be one of the
most successful in the history of our organization. The previous
newsletter gave a clear indication of the direction in which we're
progressing. The active participation of some of our dedicated
members in the restructuring which we undertook in Oklahoma City
late last year has given us the necessary impetus for growth and
development. The goal is to have an increase in membership of 500
by the 1st of November, 1992.
Plans for the Annual Scientific meeting are now in place. Once
Steven V. A. Blizzard, S.Sc., M.D.,
again, the focus will be on providing the best educational program
D. Av. Med.
possible during that period. The program being arranged is receiving
the full support of the FAA and the Director of Civil Aviation Medicine, Canada. The Radisson Hotel in
Ottawa, Canada is the venue. Most of you may be unaware that Hull, Quebec and its French culture is just
minutes away on the other side of the Ottawa River and can actually be seen from the hotel. If anyone's
extracurricular interests lie in that direction, distance and accessibility certainly aren't problems.
As the voice of the Aviation Medical Examiner, CAMA has to speak out a
number of issues. If we've done so before it's time we did it again. Some of the
big issues are: the "Age 60 Rule;" pilot fatigue; flight and duty times; aircrew
medical standards, including diabetics on insulin; the HIV positive pilot; radial
keratotomy; overhead luggage; seat spacing; and quality of air in commercial
aircraft. Substance abuse rehabilitation is another area in which the Aviation
Medical Examiner is often involved, so that any information of interest to
members should be forwarded to the Executive Vice-President Jim Harris.

If you haven't already done so, don't forget to mark off September 16-20, 1992 on your calendar and plan
to be in my part of the world, Ottawa, for our Annual Scientific meeting. We look forward to seeing you.
Best wishes,

Stephen V. A. Blizzard, S.Sc., M.D., D. Av. Med.
President, Civil Aviation Medical Association

FLASH!!!
As we go to press, CAMA has just learned that Major General Jerry Curry has requested the White House to
withdraw his nomination for FAA Administrator. (See "FAA Administrator Nomination Hits Snag" on page
9.) No further details at this time. »>•
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MEETING SCHEDULES
FAA MEDICAL
REVIEW OFFICER (MRO)
SEMINAR SCHEDULE 1992

President-Elect
Forrest M. Bird, M.D., PhD.
Secretary-Treasurer
Floyd F. McSpadden, M.D.

Denver, CO
April 24-25, 1992
Philadelphia, PA
June 12-13, 1992
San Antonio, TX . . . . Aug. 21-22, 1992

Executive Vice-President
James L. Harris, MEd.
Vice-President for Management
John H. Boyd, D.O.
Vice-President for Education
Robin E. Dodge, M.D.
Vice-President for Communications
Robert F. Lash, M.D.
Vice-President for Representation
D. Owen Coons, M.D.
Vice-Presidents for Support
Graeme R. Cameron, M.D.
John D. Hastings, M.D.
Donald E. Johnson, M.D.
Edward Luchansky, M.D.
John Martin, M.D.
M. Young Stokes,HI, M.D.
Trustees
(1 Year Term - Expires 1992)
R. L. Bendixen, M.D.
Dale J. Ducommun, M.D.
David W. Gregg, M.D.
Criss Kidder, Jr., M.D.
Mark T. McDermott, Esq.
Albert Vander Waag, Jr. M.D.
Trustees
(2 Year Term - Expires 1993)
Earl F. Beard, M.D.
Swithin Chandler, M.D.
D. Owen Coons, M.D.
Ernst J. Hollman, M.D.
Robert F. Lash, M.D.
Young Ho Lee, M.D.
Trustees
(3 Year Term - Expires 1994)
A. Duane Catterson, M.D.
Robin E. Dodge, M.D.
Randall Ferris, M.D.
David P. Millett, M.D.
James L. Tucker, M.D.
James M. Vanderploeg, M.D.
Marion C. Wagnon, M.D.

ANNUAL CAMA
MEETING DATES
Ottawa, Ontario, Canada
Radisson Hotel . . Sept. 16-20, 1992
Oklahoma City, OK, USA
1993
Phoenix, AZ, USA
1994
San Antonio, TX, USA
1995
Berlin, Germany
1996
Tampa, FL, USA
1997
CAMA will publish more specific information when details are available.

FAA AVIATION
MEDICAL EXAMINER (AME)
SEMINAR SCHEDULES 1992

For more information, contact:
JIMMY WHITLEY OR
SHARON HOLCOMB, AAM-400-MRO
FAA AEROMEDICAL EDUCATION
DIVISION
P O BOX 25082
OKLAHOMA CITY, OK 73125
(405) 680-4881

MEETINGS OF INTEREST
TO CAMA MEMBERS
63rd Aerospace Medical Association
Scientific Meeting
Fountainebleau Hilton
Miami Beach, FL . . May 10-14, 1992
64th Aerospace Medical Association
Scientific Meeting
Sheraton Center Hotel
Toronto, Canada . . . May 23-27, 1993

Oklahoma City, OK
April 27-May 1, 1992
Miami Beach, FL
(ASMA)
May 10-14, 1992
Honolulu, HI
June 4-7, 1992
Oklahoma City, OK ... June 22-26, 1992
Denver, CO
July 9-12, 1992
Charlotte, NC
July 23-26, 1992
Washington, DC
Aug. 6-9, 1992
St. Paul, MN
Aug. 27-30, 1992
Albuquerque, NM . . . Sept. 10-13, 1992
Seattle, WA
Sept. 17-20, 1992
Kansas City, MO
Oct. 1-4, 1992
Oklahoma City, OK ... Oct. 19-23, 1992
San Antonio, TX
(SMA)
Nov. 11-14, 1992
Columbus, OH
Dec. 3-6, 1992
For more information, contact your
Regional Flight Surgeon or:
MR. DOUGLAS R. BURNETT, AAM-WO
AEROMEDICAL EDUCATION DIVISION
P O BOX 25082
OKLAHOMA CITY, OK 73125
(405) 680-4831/6206

65th Aerospace Medical Association
Scientific Meeting
Convention Center
San Antonio, TX . . . . May 8-12, 1994
For more information contact:
AEROSPACE MEDICAL ASSOCIATION
320 S. HENRY STREET
ALEXANDRIA, VA 22314
40th International Congress of Aviation
and Space Medicine
Takanawa Prince Hotel
Tokyo, Japan
Oct. 5-8, 1992
For information or to submit papers:
SPACE MEDICINE LABORATORY
THE JIKEI UNIVERSITY SCHOOL OF
MEDICINE
3-25-8 NISHI-SHIMBASffl, M1NATO-KU
TOKYO 105 JAPAN
41st International Congress of Aviation and
Space Medicine . . Sept. 13-16, 1993>>
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THE "AGE 60 RULE" - AGAIN???
The "Age 60 Rule" is upon us
again... or still... depending on one's
viewpoint. For the benefit of those
unfamiliar with the rule, a synopsis
may help.
Prior to approximately 1960, airline pilots flew until they reached the
"normal" retirement age of 65. In
those years, there was a great concern
about the "aging" airline pilot population, as well as the advent of new jet
aircraft with high speeds, tremendous
ranges, and passenger loads several
times as large as anything then in the
skies.
A consensus conference of aviation medical experts met and reached
a number of conclusions:
1. For safety, airline pilots should be
retired at 60.
2. Pilots should not transition from
piston-engineered airliners to jets
after age 55.
3. Age 60 is an arbitrary age, but
given the state of the medical arts,
it represents a reasoned compromise between the inexorable increase of disease and disability
associated with age and the valuable experience a pilot accumulates as he continues to fly.
4. At some time in the future, medical knowledge may improve so
that a medical examination can
determine the physiologic age of
an individual, which can be substituted for the arbitrary chronological age of 60.
As might be expected, those aviation medical experts' opinions generated a storm of controversy. Aviation
accident rates were higher than they
are today. Thus, a good deal of emotion was involved.
A significant
number of people suffer from varying

degrees of fear of flying. This fear
further compounded the Age 60 matter. Strangely enough, the airline
pilot unions were in support of the
consensus opinion, although many
senior pilots were understandably
opposed. (Pilot unions had - and
have -- large percentages of younger
members who saw the Age 60 Rule
as a chance to move up the promotion
ladder more rapidly.)
Ultimately, the consensus became
a federal regulation, although the age
55 limit for transition to jets was
dropped. The Federal Aviation Agency (now Administration) agreed to
establish a major research project to
develop a physiologic age rating
(PAR). When the PAR became available, the arbitrary chronological age —
60 — would be dropped as the mandatory retirement age, and the PAR
substituted for it.
What's happened in the 30 plus
years since the Age 60 Rule took
effect?
First and foremost, the FAA spent
millions of dollars for research, but
never arrived at a PAR. At least
some part of that failure can be attributed to poor management by FAA
officials then in charge. Subsequently, the project was discontinued because it was not cost effective.
The Age 60 Rule has had numerous legal challenges by various
groups of senior pilots. Each time the
rule has been upheld. Various political actions by members of congress
have also come to naught. Airline
retirement funds have been adjusted
actuarily so that when senior pilots
retire at age 60, they are paid up to
half pay for the rest of their lives. (In
some cases, pilots elect to take their
retirement in lump sum - an amount
which can easily reach seven figures.)
Some senior captains participate in
the "bid down" process, because they
do not wish to retire or because of

financial problems. They continue to
fly as flight engineers, who are not affected by the Age 60 Rule. Crew
members in the "third seat" can continue to fly to age 65 and beyond.
Initially, the "bid down" was also
controversial, but labor arbitrations
directed that it be permitted at most
major carriers. This will be a limited
alternative, however, as new jet airliners are configured for only two pilots.
As aging 727's, DC 10's and 747's
are retired, the position of flight engineer will disappear.
That's where things stand today.
The Age 60 Rule is alive and well,
more than 30 years after it was first
instituted. It continues to be challenged by senior pilots, congressional
lobbies and even other governmental
agencies.
Interestingly, the retirement age
for many major airlines of other countries is set at 55. In a few cases, the
age is even lower. The questions this
fact raises are of interest to CAMA
members. As AME's, we've seen
pilots who were in superb medical
condition at age 60 — but we've also
seen pilots at younger ages who
should have quit then.
Is medicine now advanced to the
point where it can reliably predict
potential physical and mental failures
accurately enough to allow pilots to
fly after age 60 — or to stop pilots
from flying before that age? If it is,
is the technology available at a reasonable enough cost and with a low
enough risk of an examination mishap
or complication? And last, but by no
means least, should CAMA inject
itself into this controversy?
All CAMA members are encouraged to send opinions about this important area of individual privileges
vis a vis public safety to the CAMA
officers. Write to CAMA Headquarters at the address listed on page 2 of
the BULLETIN masthead today! >>
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PHOTO HIGHLIGHTS OF CAMA SCIENTIFIC SESSION
L'ENFANTE PLAZA, WASHINGTON, DC
OCTOBER 1991
(All photos by M. Y. Stokes, M.[).)

Past-President Dr. Stan Kirk accepts a
plaque of appreciation from current CAMA
President Dr. Steve Blizzard.

CAMA President Dr. Steve Blizzard
presents FA A Federal Air Surgeon Jon
Jordan with a plaque recognizing his
continuing support of civil aviation.

Flying Physicians Association (FPA) members who attended the
CAMA Banquet in 1991.
Betty and M. Y. Stokes,
M.D., at the CAMA Banquet.

Bob Wick, M.D.. George Gumbert, M.D., and
James Tucker, M.D., at the CAMA Banquet.

Frank Austin, M.D., and Sammie and Jim Harris.
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SPEAKERS AT THE CAMA SCIENTIFIC SESSIONS INCLUDED:

Forrest Bird, M.D.

Dominique Bird

William E.
Collins, Ph.D.

Frank Austin,
M.D.

David Gregg,
M.D.

Guy Savoie, M.D.

Patrick BessantMatthews, M.D.

Randy R.
Knipping, M.D.

Joseph Lindsay,
M.D.

Edward Platia,
M.D.

Judy and Ed Luchansky, M.D., Conference
Arrangements Chairman

John Boyd, D.O.

Dave Elcombe,
M.D.

John Berlin, M.D., Barton Pakull, M.D., and William E.
Collins, Ph.D.

Carmen Pacquin,
Flight Attendent

David Noble,
Canadian Pilot

CAMA Past President, M. Y. Stokes, M.D. of Denison, Texas is the "official photographer" of CAMA. He is also past president and "official photographer" of the Flying
Physicians Association (FPA). If there were a Guiness world record for most photos
taken during organization meetings, Dr. Stokes would assuredly hold it. CAMA
appreciates his fine photo assistance in documenting our meetings. We hope that he
will continue to provide this service for many years to come.
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"ALCOHOL TESTING" from page 1
Standard alcohol
tests use a blood
sample and have
long had excellent
forensic validation.
However, it is
unlikely that pilots will be willing
to provide a blood sample just
before boarding a flight. Moreover, analysis of such a sample
requires a qualified laboratory,
considerable analytical time, and
expensive equipment. The results
would not be immediately available for use should such a sample
prove to be positive for alcohol.
A second method involves the use
of electronic breath
analysis
devices
now known generically as
"breathalyzers." These too have
excellent forensic histories. They
make use of the principle that an
end-tidal air sample is in equilibrium with the alveolar blood supply.
Thus, the alcohol concentration in
such a sample is an accurate indicator of the blood alcohol level.
Breathalyzers are quick to use
and give prompt results. Some are
suitable for use in field conditions
and have been used by highway
patrolmen for years. Those who
operate breathalyzers require training and must be certified as
breathalyzer operators.
To be
certified, operators need initial and
refresher training.
The third types
are i n d i v i d u a l ,
disposable, chemically-based tests.
They may be based
on a conventional
chemical reaction or on enzymatic

H

processes. Some use saliva, while
others require the subject to blow
through a small clear tube in
which there is material sensitive to
alcohol.
Both kinds of tests
change color as an indicator of
alcohol.
While highly touted as "inexpensive tests which can be used by
anyone," in fact there is little
forensic evidence to support the
use of such tests by themselves.
Some have relatively high thresholds for a positive test (false negative results). Others may have
high false positive rates. Because
most of these tests require the
reader to interpret a color change,
the effects of a color vision weakness or differences in the illumination source (such as natural light,
incandescent light, fluorescent
light, etc.) are unknown. Most experts suggest that the only acceptable use for such tests might be to
indicate the need for a more accurate test by the methods previously
mentioned.
The saliva test also depends
upon the principle that the salivaalcohol content is related to the
blood alcohol level at the time the
sample is taken. There is some
evidence to support this contention, but it is not as well-documented as are those tests which
relate end-tidal air samples to
blood alcohol levels.
A fourth test
which might be
considered uses
urine samples. Unfortunately, the
relation between
urine and blood alcohol levels is
not a clear and direct ratio. For
that reason, while a positive urine-

alcohol level provides evidence
that there is — or recently has been
— some alcohol in the blood it is
difficult to relate the urine-alcohol
level to a blood-alcohol level, and,
thus, to a performance decrement.
There are other problems as
well. The breathalyzer and the
saliva tests are sensitive to residual
alcohol clinging to the teeth and
gums. In other words, very recent
ingestion of any alcohol may give
a falsely high reading. Nor does
that alcohol have to be in a beverage. Many cough syrups contain
alcohol as a carrying vehicle. A
few are as high as 50 proof alcohol. A tablespoon or two could
easily be the source of a falsely
high reading.
Certified operators are trained
to eliminate these possible sources
of false readings, but, as mentioned, such certification will require
training, as well as periodic recertification. Imagine the expense in
training time to a trucking company which may have to maintain a
certified operator at terminals
around the country — or to airlines
which must to the same thing at
the 500 or so airline destinations
served within the U.S.A. Moreover, most transportation activities
take place on a 24 hour basis
every day of the week. At Podunk
International Airport, for example,
24 hours/day, 7 days a week coverage will require at least 5 certified operators — a considerable
cost which must be passed on to
the passengers and shippers.
On the other hand, there are
roughly eight million scheduled
airline flights annually in the
U.S.A. There has never been an
Continued on page 9
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"ALCOHOL TESTING" from page 8
accident of a scheduled U.S. carrier known to have been related to
alcohol use on the part of a cockpit crewmember. The Northwest
incident appears to have been an
isolated event. Cockpit -- and
cabin — crewmembers have at
times grounded an aircraft because
they thought one of the pilots was
either under the influence of alcohol or had used alcohol too close
to flight time to serve as an acceptable crewmember.
There is an interesting sidelight
involving the alcohol withdrawal
syndrome which has been completely ignored. The FAA has
certified and returned over 1,000
recovering alcoholic pilots to
flight. Some of these pilots' problems have surfaced following a
withdrawal convulsion.
For example, one air carrier
pilot had a seizure while he was
on a short final approach to a
western airport.
Another pilot
convulsed and became wedged
between the seat back and the
rudder pedals while taxiing away
from the gate at LaGuardia Airport
in New York City. The rudder
was "hard over." Had that happened a few minutes later, the
result would have been a smoking
hole in the ground somewhere in
Queens or perhaps a very large oil
slick in Flushing Bay. Another
instance happened in the cockpit
of a airliner 20 minutes before
scheduled takeoff on an international flight. Still another occurred shortly after the pilot completed his landing and was leaving
his airplane via the jet bridge.
These are not common events, but
they are by no means unknown
either.

The medical cause of these
seizures is clear. Each of the
pilots had been drinking alcoholically while off duty for a considerable period of time. Each stopped
drinking at least in accordance
with the FAA "8 Hour Rule." In
most cases, the pilots had stopped
drinking earlier in conjunction
with their airlines' 12 or 24 hour
rules. The result: a grand mal
convulsion.
Would each of these pilots
have passed a random alcohol
screen at check-in time? Absolutely! The risk of withdrawal
symptoms arises only when alcohol intake has been stopped and
the patient has a zero blood alcohol level. (Paradoxically, a small
amount of alcohol would have
prevented the convulsion, although
this is obviously not a satisfactory
medical solution.)
In any case, this aspect of
alcohol and transportation safety
has been entirely overlooked by
the Congress. It has also escaped
notice by senior ruletnakers, although the FAA medical staff is
well aware of the problem and has
called it to the attention of these
same senior administrators.
The DOT and the FAA have
relatively little choice in this entire
matter. Congress has mandated
this process although it did not
spell out the details of exactly how
this program should be run. It
appears likely that this will be another expensive and time-consuming process, which will generate
its own infrastructure. What contribution, if any, it will make to
aviation safety remains to be seen.

FAA ADMINISTRATOR
NOMINATION
HITS
SNAG
The nomination of Major General Jerry R. Curry, U.S. Army
(Ret.) to head the FAA has hit a
major snag. General Curry, who
presently heads the National Highway Traffic Safety Administration
(NHTSA) was nominated late last
year to replace Vice-Admiral
James B. Busey, U.S. Navy (Ret.)
as the FAA
Administrator.
Curry's
nomination has
attracted the wrath of Senator
Howard Metzenbaum (D-Ohio),
who in turn is responding to major
criticism of General Curry by
Ralph Nader and a number of auto
safety groups.
The uproar has reached the
point where Admiral Busey, who
is the Acting Transportation
Secretary, has demanded that
General Curry leave the Bush
administration. Curry has flatly
refused to resign. The matter is a
thorny political issue leaving the
outcome of Curry's nomination in
doubt. Watch these pages to see
how this brouhaha turns out! »>•
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FAA SAYS OK TO LEAVE
BLANKS ON FORM 8500
The newest edition of the FAA
Form 8500 has two blank spaces
on the physician's side: item 51b
and the space next to item 54.
The spaces are contrary to most
government forms on which every
square inch is packed with blocks
to be checked, filled in, crossed
out, or manhandled in some fashion. Any free space usually contains arcane instructions with print
so small it's impossible to read
without a 100 power scope.
Many of us simply can't get
used to the idea of a blank space.
At least, that's how it appears to
the FAA folks in Oklahoma City.
They tell CAMA representatives
that those blank spaces have generated more telephone calls than
any other item in years. There is
a perfectly logical explanation,
however.
When the FAA designed the
newest edition of the Form 8500,
other items were tentatively
planned for these two spaces. At
the very last minute, these items
were dropped. It was too complicated and time-consuming to start
over and redesign the form. Consequently, the form was printed
with blanks.
Keep tuned to these pages to
see if the FAA does find a use for
their blanks. In the meantime,
don't panic. And don't call Oklahoma City. Don't call your regional flight surgeon either. It's
quite all right to send the forms in
with nothing written in these two
spaces. The FAA guarantees no
bad marks will appear in their
black book for omissions in space
51b and the unlabelled space next
to 54. *
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ELECTRONIC TRANSMISSION OF 8500-8
Currently, approximately 42% of all medical applications are rejected
by the system managed by FAA's Aeromedical Certification Division
(AMCD), half because of incompleteness and/or inaccuracies in the
reported data. The result has been increased cost of operation, delayed
certification of airmen, difficulties in the necessary reversing of some
certification actions taken in the field, and a potential threat to aviation
safety resulting from erroneous airmen certification.
A comprehensive computer system called the Aeromedical Certification Subsystem (AMCS) will modernize the medical certification process
under the FAA's Office of Aviation Medicine (OAMS). AMCS will
allow direct electronic communications between Aviation Medical Examiners (AMEs) and the AMCD, validating data transmitted by AMEs for
completeness and medical accuracy, according to FAR Part 67 medical
standards.
AMCS objectives are:
* To allow greater access to more accurate and timely data
* To decrease certification decision time and response time to inquiries
about certification decisions
* To enhance accuracy, completeness and timeliness of FAA Form
8500-8 data
* To issue certificates only to medically qualified applicants
Under the AMCS system
AME's will use PC-based software to transmit validated FAA
Form 8500-8's to an AMCD
"Host" computer via telephone
lines. The "Host" computer will
accept data from the AME computers, verify that the data was
transmitted without error, insert
data in the Host database, and
identify those records to be
coded and/or reviewed prior to
transmission to the mainframe
system. The Host computer will
retain the data for a period of
time after it has been transmitted to the IBM 3090.
The AME software, along
with a detailed User's Guide
and a "Getting Started" Guide,
will be distributed free of charge to participating AMEs at the time they
are phased into the system; but the AME software module requires a
specific computer environment: MS-DOS Version 3.3 or 5.0 software; an
IBM or compatible computer (80286, 08386, or 80486 cpu) with 540K
bytes of RAM and 20 megabyte hard drive (with a minimum of ten
Continued on page 11

The CAMA BULLETIN
"ELECTRONIC TRANSMISSION" from page 10
megabytes of hard disk storage
allocated for AMCS); and a
Hayes-compatible internal/external
modem 1200/2400 baud with auto
dial.
AMCS will also require a color
monitor with VGA or EGA video
adapter and an Epson-compatible
dot matrix printer with parallel
interface or an inexpensive laser
printer that supports ASCII text.
Post script printers are not supported.
AMCS development will occur
in four phases. The Pilot Phase
will end (approximately April 30,
1992) with 75 AME and regional
medical users on-line. The Operational Phase 1 (August 1992 - July
1993) will add as many AME's
on-line as possible (500-750) with
the current Host computer configuration. The Operational Phase 2
(July 1993-July 1994) will operate
with an upgraded Host computer
and approximately 1,500 system
users. The Operational Phase 3
(July 1994 - July 1995) will include the final phase-in of AME
and Host on-line review of previous medical certification data.
For more information, contact
Shirley J. Dark, Manager of the
Program Support Branch, Aeromedical Certification Division,
Civil Aeromedical Institute at
(405) 680-5305.
Tfie division
administers the national program
for airmen medical certification.
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AIRCRAFT CABIN EVACUATIONS:
RULES, REFLECTIONS & RESEARCH
by Jerry R. Hordinsky, M.D., Manager
Aeromedical Research Division, FAA Civil Aeromedical Institute
Ninety-five percent of the civilian passenger traffic is carried in
scheduled air carriers conducting operations under Federal Aviation
Regulation (FAR) Part 121. Aircraft having a seating capacity of more
than 44 passenger seats require an emergency evacuation demonstration.
The need to conduct full-scale or partial demonstrations depends
primarily upon whether a full-scale demonstration has been conducted
previously by another FAR Part 121 operator or a manufacturer.
Such evacuations must be conducted in the dark of night or in
conditions simulating the dark of night, which is defined as a level of
illumination, approximating the natural level of light 90 minutes after
sunset under clear sky conditions. No more than 50% of the total number
of exits and slides may be opened and deployed. Passengers must be
representative of a standard passenger complement with specific age
ranges and both female and male children. Life-sized dolls are used to
simulate occupants 2 years old or younger. Aisles are intentionally filled
with bags, pillows and blankets. Specific crew and flight attendant
experience and procedures are also prespecified.
The FAA Certification Project Manager for such demonstrations has
considerable leeway in assessing demonstration success, but primary
criteria relate to meeting the specified time limit for evacuation, crew
member effectiveness and equipment function.
(Note: Full-scale
evacuation limit for aircraft a full seating capacity is 90 seconds or less.)
Certification managers are assigned by the FAA's Northwest Mountain
Region for large aircraft, by the Central Region for small aircraft and by
the Southwest Region for helicopters.
The recent McDonnell Douglas Corporation evacuation demonstration
of a new 400 seat version of the MD-11 jumbo jetliner in October, 1991
demonstrated ever present human hazards with demonstration evacuations.
In this case, McDonnell Douglas attempted to demonstrate that it could
safely increase the seating of an all-economy class MD-11 from the
current 293 seats, using a new interior configuration, but employing the
same eight exit doors. [A significant number of serious injuries occurred
during the McDonnell Douglas demonstration. - Ed.] FAA policy
prohibits the use of analyses and partial tests to increase seating capacity
more than 5% above that established by previous full-scale demonstrations. Interest in computer simulations of evacuations as a certification
tool was certainly restimulated by this event, but the necessary underlying
data for effective computer models are incomplete.
Staff from the Civil Aeromedical Institute (CAM!) participated as
observers in the McDonnell Douglas evacuation demonstration, but our
usual contribution to evacuation issues relates to assessment of evacuation
efficacy when specific variables are modified (such as within cabin
visibility, seating configuration near an exit).
Continued on page 12
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EVACUATIONS from page 11
The FAA is reviewing results
from a notice of proposed rulemaking which would require improved access to Type HI window
exits. To support this review the
FAA Northwest Mountain Region
asked CAMI to evaluate evacuation through four varieties of seat
configurations and the associated
variable unobstructed passageways.
Four groups of approximately 40
test subjects each were utilized in
the tests. Since these tests simulated exiting onto a wing, the subjects exited through the Type II
exit of CAMTs cabin simulator directly to ground level. Thus, no
risky jumping was required.
Post-landing configurations of
the cabin simulator can be varied
by the hydraulic system upon
which this simulator is built.
Also, the ability to generate "white
smoke" allows CAMI to evaluate
impediments to exiting under
smoke-obscured conditions.
Recent tests determined the
potential advantages and disadvantages of exiting through Type
III exits while wearing prototype
passenger protective breathing
gear. »>•
NEW MEMBER CATEGORY
Members retired from medical
practice may continue their CAMA
annual memberships at a reduced
rate of $25.00.
The regular
membership fee is $80.00. Advise
the Executive Vice President Jim
Harris of your retired status when
sending dues payment. See BULLETIN masthead on page 2 for
contact information. >>•
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WELCOME NEW CAMA MEMBERS
DALE K. CAMPBELL, M.D.
3124 W. HIGHWAY 22
CORSICANA TX 75110
MARVIN C. CHRISTIE, M.D.
3655 S. SHERMAN DR
BEECH GROVE IN 46107
VICTOR COOMBS, MD
14 ENDEAVOUR RD
CHAGUANAS TRINIDAD WEST
INDIES
JEFFREY R. DAVIS, MD
14623 GRAYWOOD GROVE LANE
HOUSTON TX 77062

JOHN P. McCANN, MD

INTERNATIONAL MEDICAL
CENTERS, INC.
311 CALIFORNIA STREET #400
SAN FRANCISCO CA 94104-2668

JACK MCCARTY, DO
1904 50TH ST
LUBBOCK TX 79412
ERNEST NALLE, JR, MD
ROUTE 2 BOX 96
LAMPASAS TX 76550

RICHARD A. DEUTSCHE, MD
411 30TH ST
OAKLAND CA 94609

C. A. McINTOSH PROCOPE, MD
HALEYON BUILDING
112-114 EASTERN MAIN RD
ST AUGUSTINE TRINIDAD WEST
INDIES

JAMES L. GAROFALO, MD
602 BLOOMFIELD AVE
W. CALDWELL NJ 07006

WALKER MCGRAW, MD
6825 JIMMY CARTER BLVD #1100
NORCROSS GA 33071

NICHOLAS G. GEORGAKIS, MD
16 CHARCOAL RIDGE DR SOUTH
DANBURY CT 06811

WILLARD MORSE, JR., MD
2505 FLAGLER AVE
KEY WEST FL 33040

STEPHEN H. GOODMAN, MD
3226 LONGRIDGE TERRACE
SHERMAN OAKS CA 91423

INDERJIT JOE RAMSARAN, MD
58 EASTERN MAIN RD
TUNAPUNA TRINIDAD WEST
INDIES

JAMES B. GOWAN, MD
P O BOX 9078
GREENVILLE, SC 29604
JULIAN H. GROFF, MD
16800 NW 2ND AVE #405
NORTH MIAMA BEACH FL 33169

SALILA SHARMA, MD
8215 VAN NUYS BLVD #212
PANORAMA CITY CA 91402
B. DAWSON SHOEMAKER, MD
1064 OLLERTON RD
WOODBURY NJ 08096

GLENN HOBERG, DO
504 S MAIN ST
RIVER FALLS WI 54022

If you know someone interested in
CAMA membership, contact:

RANDOLPH KNIPPING, MD
53 ELMBROOK CRES
ETOBICOKE ON M9B 368 CANADA

M. YOUNG STOKES, III, M.D.,
CAMA MEMBERSHIP CHAIRMAN
1202 N HIGHWAY #75A
DENNISON, TX 75020
(903) 465-6707

JORGE J. LOPEZ DEL POZO, MD
CONCORDIA #43 SUITE G-5
PONCE PUERTO RICO 00731

Or contact Jim Harris at the CAMA
Headquarters address listed on page 2
of the BULLETIN. *

